REducing Stigma among HealthcAre ProvidErs (RESHAPE) program. Key informant interviews (n ϭ 17) were conducted with caregivers and service users in RESHAPE. Results: Five themes emerged: (a) Caregivers' perceived benefits of service user involvement included reduced caregiver burden, learning new skills, and opportunities to develop support groups. (b) Caregivers' fear of worsening stigma impeded RE-SHAPE participation. (c) Lack of trust between caregivers and service users jeopardized participation, but it could be mitigated through family engagement with health workers. (d) Orientation provided to caregivers regarding RESHAPE needed greater attention, and when information was provided, it contributed to stigma reduction in families. (e) Time management impacted caregivers' ability to facilitate service user participation. Discussion: Engagement with families allows for greater identification of motivational factors and barriers impacting optimal program performance. Caregiver involvement in all program elements should be considered best practice for service user-facilitated antistigma initiatives, and service users reluctant to include caregivers should be provided with health staff support to address barriers to including family.
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In global mental health, the participation of mental health service users and their family members in advocacy, training, service, and research has been identified as a strategy to improve the quality of care and reduce stigma (Ennis & Wykes, 2013; Samudre et al., 2016; Thornicroft et al., 2016) . Health workers can improve their delivery of care when they attend to the stigma of living with mental illness, social and structural barriers to care, and factors contributing to impaired functioning beyond psychiatric symptoms (Shaw & Baker, 2004) . Involving service users and caregivers in design and implementation of mental health training has the potential to improve quality of care, as demonstrated by studies in high-income countries (Byas et al., 2003; Emanuel, Fairclough, Slutsman, & Emanuel, 2000) .
Within low-and middle-income countries (LMIC), there is increasing attention to factors influencing service users' involvement in health system strengthening, such as awareness and information about involvement, and time and costs of service user participation (Gurung et al., 2017; Oyebode, 2005; Samudre et al., 2016) . The role of family members and other caregivers is of particular importance in LMIC where service users' behaviors have tremendous impact on the social, economic, and religious status of their family members (Egbe et al., 2014; Girma et al., 2014; Kohrt & Harper, 2008; Koschorke et al., 2014; Muhwezi, Okello, Neema, & Musisi, 2008; Neupane, Dhakal, Thapa, Bhandari, & Mishra, 2016) . Moreover, in LMIC, family decision making may have greater reliance on heads-of-household and less autonomy for individual members, with the greatest limitations on autonomy likely placed on persons with mental illness. Therefore, efforts to involve mental health service users as active figures in antistigma initiatives, mental health trainings, and other health systems strengthening can be aided by engagement with families.
Our study is a qualitative exploration of the perceptions of caregivers whose family members have been selected to participate as cofacilitators in antistigma mental health trainings for primary care workers in Nepal. The objective was to identify themes to enhance caregivers' supportive engagement with service users who are training to become instructional facilitators and advocates in local health systems.
Method
This study was conducted in the context of increased global attention to the delivery of mental health services in low-resource settings. The World Health Organization has developed the mental health Gap Action Programme (mh-GAP), which provides guidelines on training and supervising primary care workers in the delivery of mental health services (WHO, 2010) . In Nepal, mhGAP is being piloted in one district as part of broader package of care developed through the Programme for Improving Mental Health care (PRIME; Jordans, Luitel, Pokhrel, & Patel, 2016) . PRIME is currently being implemented in five countries to develop evidence-supported practices for primary care and community mental health service delivery (Lund et al., 2012) . The PRIME research has increasingly pointed to the need for mental health service user involvement in all aspects of health system strengthening (Abayneh et al., 2017; Gurung et al., 2017) .
In Nepal, we are evaluating how to integrate service users as cofacilitators for training primary care workers on mhGAP and psychosocial interventions. Service user involvement as cofacilitators is grounded in social contact theory (Reinke, Corrigan, Leonhard, Lundin, & Kubiak, 2004) , which has shown that facilitated engagement with service users helps to reduce stigma associated with mental illness (Corrigan, Morris, Michaels, Rafacz, & Rüsch, 2012) . In addition to reducing health workers' stigma against persons with mental illness, the service users' role as cofacilitator is also being explored to enhance motivation for primary care workers to adopt mental health service delivery (Kohrt et al., 2018) .
The program in Nepal to train service users and engage them as cofacilitators is entitled REducing Stigma among HealthcAre ProvidErs (RESHAPE, ClinicalTrials.gov identifier: NCT02793271; for the full trial protocol see Kohrt et al., 2018) . RESHAPE, along with all PRIME activities, is implemented in Chitwan, a district in southern Nepal. Transcultural Psychosocial Organization (TPO) Nepal, a Nepali nongovernmental organization, conducts the trainings, supervisions, and research. Mental health services are delivered by government health workers trained and supervised by TPO Nepal.
In RESHAPE, service users were trained to serve as cofacilitators by using a participatory research approach in which they contribute personal testimonials, lead myth busting sessions, and engage in social contact with primary care workers throughout the mhGAP training (Kohrt et al., 2018 )-all of these are elements associated with successful stigma reduction programs (Cabassa et al., 2013; Knaak, Modgill, & Patten, 2014) .
The first step in preparing mental health service users to be cofacilitators was to have them participate in a PhotoVoice training. PhotoVoice is a participatory research technique in which participants are taught how to use photography as an advocacy and empowerment tool (Wang & Burris, 1997) . PhotoVoice has been used for diverse topics in global health (Catalani & Minkler, 2010) and to reduce self-stigma among persons with mental illness in a highincome country (HIC; Russinova et al., 2014) . In Nepal, PhotoVoice was used to address psychological distress associated with climate change among rural women (MacFarlane, Shakya, Berry, & Kohrt, 2015) . In RESHAPE, the PhotoVoice topics included introduction to mental health stigma, writing recovery stories, group norms and training in using camera and photography, confidentiality and ethics, understanding narratives and myth busting to reduce stigma, and learning creative ways of personal storytelling through photography. Unlike the 10-week version evaluated in the HIC RCT (Russinova et al., 2014) , RESHAPE incorporated five sessions, with the first session being three days and subsequent sessions lasting one day. During the PhotoVoice process, service users were asked to go back to their community and take pictures of people, places, and things that depicted their recovery. The service users prepared their recovery narratives based upon those pictures and used the photos when cofacilitating the mhGAP trainings.
During RESHAPE, family members and caregivers participated in a range of modalities. Some caregivers attended all activities with the service users, some caregivers sought information on the program and participated on occasion, and other caregivers were not engaged at all in RESHAPE activities. Our goal was to explore caregivers' experiences to develop more systematic approaches to engaging with them for future RESHAPE implementation and other service user health system strengthening activities. Given that caregivers of persons with mental illness are also highly stigmatized in Nepal (Neupane et al., 2016) , it was crucial to determine the positive and negative impacts on them as well as service users.
After service users completed PhotoVoice and cofacilitated approximately six PRIME mhGAP trainings, Key Informant Interviews (KIIs) were conducted with health workers, researchers, service users, and caregivers (total n ϭ 49). Eight caregivers (three men and five women) and 9 service users (3 men and 6 women) participated. Among the 9 service users, 1 man and 1 woman only partially completed PhotoVoice and did not cofacilitate mhGAP trainings. When relevant, we specify these two participants as "drop-outs" in the results section. For caregivers, interviews fo-cused on their experience of the service users' treatment process, involvement in training, barriers to participation, and stigma. Service user interviews focused on the impact of participating in RESHAPE on their families and how their caregivers facilitated or acted as a barrier to participation. Interviews were conducted in participants' homes or the TPO office and lasted from 50 min to 2 hr. All interviews were conducted in Nepali, audio recorded, transcribed, and professionally translated into English. Translation employed standardized procedures and a Nepali-English mental health glossary (https://goo.gl/fiEZXG) to assure consistency of terminology across translators (Acharya et al., 2017) .
Data analysis followed a thematic approach and was done using Nvivo 11, a qualitative data analysis software package (QSR International, 2012) . The data analysis team consisted of seven members-three native Nepali researchers (Sauharda Rai, Dristy Gurung, and Manoj Dhakal) and four U.S. researchers (Brandon A. Kohrt, Cori Tergesen, Anvita Bhardwaj, and Bonnie N. Kaiser). The data analysis team went through 20% percent of the total transcripts (n ϭ 49) to develop codes until saturation was reached. During the code development process, transcripts from each category of stakeholders (e.g., service users, caregivers, and health workers) were included. A codebook was developed with each code having its own unique definition and inclusion/exclusion criteria. For this particular analysis, a set of subcodes focusing on family members' roles in the training was also developed, and these family themes were coded in all interviews (i.e., in health workers and trainers transcripts, as well as caregivers and service users). Three members of data analysis team (Dristy Gurung, Anvita Bhardwaj, and Cori Tergesen) were assigned for coding the interviews. Before starting the coding, the three raters followed a process to establishing acceptable interrater reliability (IRR), final IRR was 0.79. These authors were involved in coding comparisons and writing thick descriptions of the emergent themes.
Results
We identified five themes regarding how caregivers' perceptions and experiences influence the participation of service users in RESHAPE (see Table 1 ). The themes included positive components for caregivers as well as burdens and barriers.
Theme 1: Caregivers' Perceived Benefits of Service Users' Involvement in RESHAPE
Caregivers reported that service user participation in the PhotoVoice sessions and mhGAP facilitation reduced family burden and family tension emerging from the mental illness. Caregivers said the PhotoVoice sessions empowered service users because they learned new skills and developed new ways of thinking. After participating in the RESHAPE program, they became more proactive in the family and community, and some became advocates and referral sources in the community. The most common skill identified by the caregiver was the service users' ability to express themselves in front of others. These benefits were also reported by service users.
I feel that we learned a lot of things in this training [PhotoVoice] . Before that, I couldn't speak in front of the people. I couldn't speak with anyone. Whatever anyone said, I was quiet and used to cry and leave. After the training, I could speak. I was motivated.
(Male service user with depression)
Developing support networks was also beneficial. A caregiver who accompanied the service user to PhotoVoice sessions reported that meeting other service users and caregivers helped him to realize that they are not the only ones who are facing this problem. PhotoVoice sessions gave them the opportunity to build a network of people in similar situations and to develop an informal support group.
Before I used to feel that I was the only one who suffered heavily and not others, and I was in the worst situation. But later when there was sharing of information of treatment process, I knew that these problems can happen to everyone. (Wife of service user with depression) Continuous engagement in RESHAPE kept service users in contact with health workers and specialists (psychiatrists, who were the mhGAP trainers), which helped to manage their mental health needs. This was highlighted by the caregiver of a service user with alcohol use disorder. She mentioned the greatest benefit of getting involved in RESHAPE was that it limited the possibility of relapse. She reported this as a major benefit to her family so she and other caregivers strongly advocated for service users' continuous involvement in RESHAPE. 
Theme 2: Increased Stigmatization Because of Participation
A major concern among service users was whether or not their participation would put their families at risk of increased stigmatization. Caregivers reported that community members asked them a range of questions about the service users' activities in RE-SHAPE, for example, questions about their past mental illness, questions about the current involvement, and questions about the training venue. Fear of stigmatization led some caregivers and service users to not reveal their illness or participation in RE-SHAPE. Some of them shielded their participation as "health training" rather than "mental health training." Participants also deceived colleagues and family members to surreptitiously attend PhotoVoice and mhGAP activities.
I kept it secret. I haven't yet revealed what we did in the training and why we went. It is only within our family members [that people know about the mental health training]. When people used to ask, I used to tell them that there is a training and doctors will come and discuss things. But we did not reveal the truth. We didn't tell them. (Male service user with depression who dropped out after three PhotoVoice sessions) However, most caregivers reported that they defended their family members with mental illness to combat societal stigma. The majority of caregivers, especially caregivers of service users with alcohol use disorder and depression, said they felt comfortable sharing the service users' stories. They said people in their communities already knew about the service users' problems and by sharing their story about their treatment and their new roles as cofacilitators alongside health professionals, it helped the communities to accept them more.
Theme 3: Trust Between Service Users and Caregivers
Most caregivers and service users described challenges developing initial trust regarding service users' involvement in RESHAPE. The venue for both PhotoVoice and mhGAP trainings was a local hotel, and this venue was a source of mistrust in the program. Because of long distances to travel by foot each day for the training, participants required hotel accommodation. However, caregivers were worried about service users staying overnight in hotels, and this was especially concerning for female service users. A caregiver of a service user with alcohol use disorder worried that the service user would relapse at the hotel. Staying overnight to take part in the training and workshops reminded caregivers of service users' similar behaviors of staying out late when they were drinking heavily. Some caregivers reported that they furtively went to the training venue to make sure that there were actual trainings taking place (see Textbox 1).
She said that she would go to take part in the training. I denied her request to join the training because she was a young girl [22 years old], and I demanded that she not go. I was very worried. She said that the training was in a hotel. I was afraid where she would go. I was not sure if it was a "dancing bar" [location of commercial sex work] or washing dishes or talking with boys. (Father of a female service user) Service users and TPO Nepal staff collaborated to help build caregiver trust. Most of the service users had their caregivers come together for the training, especially in the initial days. The caregivers mentioned that they either went to the training themselves or sent someone else from the family to accompany the service user. Some of them also had members of the training team come to their homes. As the caregivers learned about the training and got more involved in the process, they became supportive and had greater investment in the program's success.
Theme 4: Orientation and Ongoing Information Regarding Service User Involvement
Service users, caregivers, health workers and the organization's staff all advocated for continuous engagement of caregivers throughout the phases of RESHAPE. All these respondents identified informing caregivers about RESHAPE as a way to reduce the stigma attached with mental illness and educate caregivers that people with mental illness can be treated. Some service users mentioned that they could share their recovery stories developed in PhotoVoice with their family members to help them understand.
My family would think that I was not in my right mind when I spoke [during the periods of psychosis]. My family did not understand that the condition could be Textbox 1. Experience of caregivers: Case study of a service user's parent after the service user's participation in anti-stigma and mental health trainings Jamuna (pseudonym ) is a 22-year-old girl who had a history of depression. Her father remembers her staring blankly at the wall, her irritation when he asked her to talk, and her inability to do any household work. Because of these problems, the family split up. Jamuna's elder brother, the brother's wife, and brother's children moved out of the house. Neighbors referred to Jamuna as 'crazy/mad' (Nepali: paagal/baulaahaa ). The family faced stigma from the community because of Jamuna's mental health problems. Neighbors and other community members already looked down upon Jamuna's family because they were from an occupational caste (Dalit, pejoratively referred to as 'untouchable'), and having a family member with mental illness exacerbated this ostracization. Ultimately, the family had to migrate from their small village in the middle hills of Nepal to a larger town in southern Nepal where they had greater anonymity. They tried to hide Jamuna's situation from the new neighbors in the city.
After the family moved, Jamuna met a government primary care worker who had been trained to identify and treat mental illness through the Programme for Improving Mental Health Care (PRIME), which was an initiative to establish evidence-based mental health services in primary care in Nepal and four other countries. The health worker diagnosed Jamuna with depression and helped Jamuna talk openly about her feelings of suicidality. The health worker referred Jamuna to a counselor for psychological treatment, specifically a version of behavioral activation developed for lay persons in India known as the Health Activity Program.
After she recovered, she was given the opportunity to participate in the Reducing Stigma among Healthcare Providers (RESHAPE) program fo r service users to help reduce stigma when training more government primary care workers. She was trained in PhotoVoice as a participatory methodology that integrated photography into telling recovery stories. However, Jamuna's participation in the trainings did not start well. Her father remembers how he did not trust her involvement in the beginning . The trainings were held in a rented hall in a downtown hotel, and her father was suspicious of why she needed to go to the hotel every day. Neighbors learned that Jamuna was going to the hotel and began to question her father about why he would allow this. One day he decided to come to the training venue and meet with the training staff to find out what his daughter was doing.
After Jamuna's father learned about the RESHAPE program and saw the training, he and his family supported Jamuna because they could see visible changes as she developed confidence and was less ashamed about her mental illness. Her father noted that she became more active, took care of the home, restarted school, and started to lead a local women's group. Her brother's family also returned , and the family united once again. Now she is an active co-facilitator for regular RESHAPE trainings integrated into PRIME. Her father and brothers support her involvement in the training and make sure she gets time off from her work to take part in the trainings.
[treated] and improved. If families are aware [of where to get treatment], they will take their relatives to get help. But even when they know about such places [for example, psychiatric hospitals], they may avoid the stigma of going there and not bring their family members. So, we must go to these families and make them understand, or else it will be very difficult. (Female service user with psychosis)
A few service users involved in PhotoVoice sessions had not informed their families about their participation. One such service user was scared that if her family came to know about RESHAPE, they would not let her take part in it. This sentiment was shared among service users who did not have a good relationship with their families.
Whether families already provided support or not, many service users believed that families should be more involved in PhotoVoice to offer more support. They recommended that training organizers meet with family members to orient them and provide ongoing updates. Some service users recommended that family members attend all RESHAPE activities.
Theme 5: Time Management
Caregivers discussed time management for the service users to participate in RESHAPE. Because most service users engaged in RESHAPE had recently recovered from their mental illnesses, the families wanted them to now stay home and do housework they could not do previously when sick. This was also mentioned by a service user who said that house chores got in the way of attending PhotoVoice sessions, and other service users echoed that they had pressure to complete the chores from their family members. One service user was the primary caretaker of other family members so she had to drop-out from the PhotoVoice sessions.
I must do all the household work myself. Mom has poor sight and she cannot work. If I come leaving my work, I get scolded, therefore [. . .] I honestly want to attend the training, but I couldn't attend due to my work. My father says I can go but if there is work, they do not allow me to go and if I do not obey them for this I get scolded. (Female service user with psychosis)
Travel time and transportation was also a problem. One service user said that she had to ask her family for money to afford transportation. (Of note, service users were compensated by TPO Nepal for all transportation costs.) A male service user said public transportation was unreliable.
However, all caregivers advocated that these logistics could be managed because the benefits of participating in the training were important. It was often mentioned that family members would confer among themselves discussing the benefits of RESHAPE. The husband of a service user described how they talked about the improvements they experienced through the training with their children, and how the children look after the home while they are away for RESHAPE events. Another caregiver mentioned that she asked other family members to look after the service user's babies at the PhotoVoice sessions and mhGAP trainings.
Discussion
Increasing engagement of mental health service users in training health workers and other aspects of health systems strengthening requires engagement of family members and other caregivers. While pilot testing a program (RE-SHAPE) to prepare service users to be cofacilitators for training primary care workers (Kohrt et al., 2018) , we identified strengths and weaknesses regarding our engagement with caregivers. The majority of family members identified valuable benefits. Service users gained confidence and skills, especially in terms of being able to communicate about their mental illness to others. Service users also had regular engagement with mental health experts-who acted as cofacilitators-and other health workers, which allowed the service users to ask medical and mental health questions, and provided an opportunity for service users to be seen by health professionals as skilled members of societynot just as persons with a stigmatized illness. Service users and caregivers also used RE-SHAPE as a platform to meet others in similar situations and develop support groups. Figure 1 provides a graphical overview of these benefits and the areas for improvement.
The primary challenges arose from not sufficiently engaging with caregivers from the initiation of the program and throughout the process. Although a number of caregivers attended the first training, they felt they did not fully comprehend the program's goals and logistics. A more structured orientation approach needs to be developed that includes maintaining communication with caregivers throughout the process. Caregivers could also benefit from going through the PhotoVoice process not only to learn more about what service users are doing but also to better equip them to tell stories about living with a family member with mental illness. One challenge will be how best to engage with service users who want to participate in trainings and other health systems strengthening when the service user does not want family participation. One approach to enhance family engagement from the outset is to have new families meet service users and their caregivers who previously participated in RESHAPE to hear firsthand about their experiences.
Given that RESHAPE involved two components: PhotoVoice sessions and cofacilitating mhGAP trainings, we cannot isolate whether the benefit to service users and caregivers was the result of one of these elements or the combination. In the randomized controlled trial in the United States, self-stigma was reduced with 10 sessions of PhotoVoice (Russinova et al., 2014) . In future work, there should be attempts to identify the different types and quantity of benefits for PhotoVoice with and without cofacilitation roles in health care antistigma programs.
For those service users who dropped out after attending a few PhotoVoice sessions and did not take part in the mhGAP training, their reasons for dropping out included fear of increased stigma, fear of caregivers' retaliation, or having high household commitments that other family members would not shoulder. A difference we observed between drop-outs and those who continued was that the latter reported their family members as seeing them as trainers or facilitators. This suggested that cofacilitation of mh-GAP trainings to primary care workers was beneficial above and beyond participation in only PhotoVoice.
The findings from this study highlight the importance of involvement of caregivers in mental health programs. Concrete steps need to be identified and practiced for promoting their engagement throughout the process from a policy level. Table 2 provides recommendations for the engagement of caregivers before, during, and after service user participation in trainings and other health system strengthening. Based on their qualitative work with service users and caregivers in India, Samudre and colleagues recommend a stepwise process for engagement beginning with needs assessment, followed by empowerment and organization of service users and caregivers, and culminating in meaningful involvement in health systems strengthening (Samudre et al., 2016) . In addition, developing a module for family/social disclosure of mental illness during training of the service users and then inviting caregivers can be one way to do a stepwise approach when service users may be reluctant to include their families. Another potential improvement is to have a family graduation ceremony at the end of PhotoVoice before the mhGAP trainings begin. At this time, service users would have the option of telling their recovery stories to all of the caregivers.
The RESHAPE program can be a vehicle to expand engagement of service users and caregivers more broadly in mental health systems strengthening. This has the potential to expand beyond reducing community stigma and stigma in health care settings. It can also be used for other key stakeholders, such as with law enforcement. In Liberia, participation of service users and caregivers in Crisis Intervention Team training of law enforcement was associated with stigma reduction (Kohrt et al., 2015) . In Nepal, where service users' engagement in mental health policy, planning and implementation has started to gain momentum, there is a need to include caregivers in an array of domains (Luitel et al., 2015) . To date, the involvement of caregivers in mental health policy making does not exist in Nepal (Gurung et al., 2017 Figure 1 . Themes for caregivers' perceptions of mental health service user involvement as co-facilitators of mental health trainings for primary care health workers.
being developed to address these issues, the prior national mental health policy drafted 20 years ago does not mention the role of service users and caregivers.
Conclusion
Families play an important role in service users' level and quality of participation in mental health trainings, research and service delivery. Service users have greater likelihood of participating in trainings when caregivers perceive benefits, when they trust service users and are well-informed about the process, when they can manage time, and when they can openly share about such participation in a way that counters stigmatizing reactions. In Nepal, where the concept of service user involvement is in its nascent stage, and caregivers' formal involvement is nonexistent, our findings show that we need to equally involve caregivers to facilitate meaningful participation of service users. 
